outcome was a composite of neonatal mortality and morbidity. Multivariate Poisson regression models were used to control for potential confounders (parity and previous cesarean, pregnancy complications, gestational age at delivery, induction of labor, 2 nd twin larger than 1 st twin, second twin presentation, annual number of twin deliveries). Associations were first estimated for both twins and then for each twin taken separately. Secondary analyses were performed after selection of a low-risk population by application of the selection criteria of the Twin Birth Study. RESULTS: Among the 1,645 twin pregnancies with the first twin in breech presentation included in this analysis, 1,311 (79.7%) had planned cesarean and 334 (20.3%) planned vaginal delivery, of whom 209 (62.6%) delivered both twins vaginally. No significant association was found between the planned mode of delivery and severe neonatal mortality and morbidity for both twins (2. 7% (18/ 668) OBJECTIVE: In contemporary obstetric practice over 25% of women will undergo induction of labor. Although a medical intervention, induction is increasingly seen as a reasonable option for term, nulliparous women. Previously reported increases in cesarean delivery have been refuted, with clear evidence of reduced stillbirth rates. Oxytocin is the most commonly used agent; however, the optimum dosing regimen has yet to be reliably quantified. We aimed to establish the differences, if any, between low and high-dose oxytocin regimens for induction with regard to; duration of labor, mode of delivery and evidence of fetal compromise. STUDY DESIGN: This is a secondary analysis of a prospective, observational cohort e the Genesis study, where nulliparous women with a vertex presentation between 39+0 and 40+6 weeks' gestation were recruited at seven academic medical centers. All were suitable for a trial of labor at recruitment. This analysis focuses on the outcomes for women induced with oxytocin. Data in relation to oxytocin use were collected prospectively. Each study center was classified as lowdose (group 1. e 1 milliunit per minute increasing every 30 minutes) or high-dose (group 2. e 5 milliunits per minute increasing every 15 minutes). The analysis compares the outcomes for women and infants in the low and high-dose groups. RESULTS: Of the 2,336 women recruited, 563 had their labor induced with oxytocin. 277 (group 1.) were induced with a low-dose and 286 (group 2.) with a high-dose. Results for both primary and secondary outcomes are demonstrated in Table 1 . The duration of labor was similar in both groups. Operative vaginal delivery was significantly more likely in the low-dose group (p¼0.019), as was malposition. Cesarean delivery rates were higher in group 2, although this did not reach statistical significance (p¼0.108). There was no difference between the groups with regard to infant outcomes, however, a nonreassuring CTG was significantly more likely in group 2 (p¼<0.001), and fever was more frequent (p¼0.029). CONCLUSION: High-dose oxytocin did not shorten the duration of labor or increase the spontaneous vaginal delivery rate; it was associated with an increase in fever and non-reassuring CTG. The low-dose regimen saw an increase in malposition and operative vaginal delivery with its attendant potential morbidity. Neither dosing regimen can be deemed superior e an intermediate dosing regimen warrants investigation.
OBJECTIVE: In contemporary obstetric practice over 25% of women will undergo induction of labor. Although a medical intervention, induction is increasingly seen as a reasonable option for term, nulliparous women. Previously reported increases in cesarean delivery have been refuted, with clear evidence of reduced stillbirth rates. Oxytocin is the most commonly used agent; however, the optimum dosing regimen has yet to be reliably quantified. We aimed to establish the differences, if any, between low and high-dose oxytocin regimens for induction with regard to; duration of labor, mode of delivery and evidence of fetal compromise. STUDY DESIGN: This is a secondary analysis of a prospective, observational cohort e the Genesis study, where nulliparous women with a vertex presentation between 39+0 and 40+6 weeks' gestation were recruited at seven academic medical centers. All were suitable for a trial of labor at recruitment. This analysis focuses on the outcomes for women induced with oxytocin. Data in relation to oxytocin use were collected prospectively. Each study center was classified as lowdose (group 1. e 1 milliunit per minute increasing every 30 minutes) or high-dose (group 2. e 5 milliunits per minute increasing every 15 minutes). The analysis compares the outcomes for women and infants in the low and high-dose groups. RESULTS: Of the 2,336 women recruited, 563 had their labor induced with oxytocin. 277 (group 1.) were induced with a low-dose and 286 (group 2.) with a high-dose. Results for both primary and secondary outcomes are demonstrated in Table 1 . The duration of labor was similar in both groups. Operative vaginal delivery was significantly more likely in the low-dose group (p¼0.019), as was malposition. Cesarean delivery rates were higher in group 2, although this did not reach statistical significance (p¼0.108). There was no difference between the groups with regard to infant outcomes, however, a nonreassuring CTG was significantly more likely in group 2 (p¼<0.001), and fever was more frequent (p¼0.029). CONCLUSION: High-dose oxytocin did not shorten the duration of labor or increase the spontaneous vaginal delivery rate; it was associated with an increase in fever and non-reassuring CTG. The low-dose regimen saw an increase in malposition and operative vaginal delivery with its attendant potential morbidity. Neither dosing regimen can be deemed superior e an intermediate dosing regimen warrants investigation. OBJECTIVE: Studies have shown that both circadian biology and operational issues may impact outcomes of medical interventions. Limited data exist regarding whether the start time of elective induction of labor (EIOL) is associated with labor outcomes. We sought to examine the relationship of EIOL start time to labor duration and route of delivery in nulliparous women. STUDY DESIGN: This is a secondary analysis of a randomized controlled trial of EIOL at 39 weeks in low-risk nulliparous women. Women who were randomized to the EIOL arm and induced electively were included in this analysis. Start time of EIOL was defined as the time of the first intervention (foley, prostaglandins, pitocin, laminaria or rupture of membranes (AROM)) and categorized as: early AM¼ midnight to 5:59 AM, late AM ¼ 6 AM-11:59 AM, early PM¼ noon-5:59 PM or late PM¼ 6 PM-11:59 PM. Labor duration was examined as a continuous and categorical (< 12 hour, 12-23 hours and 24 hours) variable. Multivariable analysis was conducted controlling for age, BMI, race, and modified Bishop score (BS) on admission (< 5 or 5). Interaction between the BS and time of EIOL was evaluated. RESULTS: Of 6,106 women in the parent trial, 3,062 were randomized to EIOL of whom 2,197 were eligible to be included in this analysis. 13% of EIOL occurred in the early AM, 28% in late AM, 13% in early PM and 45% in late PM. Results by EIOL start are shown in the table and figure. The distribution of start time differed by BS. Women with a BS 5 were overrepresented in the late AM, while women with a BS<5 were more likely to have EIOL in the early AM or early PM. Women induced in the late AM had the shortest mean labor durations and the highest frequency of delivery within 24 hours. In pairwise comparisons, mean labor duration for the late AM group was significantly shorter than all the other time groups, with no other differences between groups. In the multivariable model, late AM (vs. other time periods combined) remained significantly associated with shorter labor duration (-1.1 hrs, 95% CI -2.1, -0.1, p¼0.04). The interaction between BS and time of EIOL was not significant. Women induced in the late AM were less likely to receive cervidil and their time from start to AROM was the shortest. Nevertheless, cesarean delivery rates did not differ by start time. CONCLUSION: In nulliparous low-risk women, EIOL start time between 6AM and 11:59 AM is associated with shorter labor durations. Differences in labor management by clock time may in part explain these findings.
